Section of Laryngology 1431 culpability of the sinus was overlooked. Many such cases of the kind were in the hands of physicians, and various pills and potions were administered, but cure could only be effected by attention to the sinus-unless of course the teeth were the cause of the trouble. It was quite true that the patients in these cases had pain and tenderness even when the hair was brushed. One of his own patients had complained of this pain. Nothing wrong could be found in the nose, except that there was an enlarged middle turbinal. Transillumination was negative. The pain was so intense that it caused vomiting, and the patient was told that he had migraine. He (the speaker) proposed to explore the sinus, and asked that, if anything positive was found, he should be allowed to proceed to do what was needed. The patient agreed, but a blank was drawn in the antrum. On puncturing the anterior ethmoidal cells he drew off flocculi of pus. He removed half the middle turbinal, which was polypoid, and gently opened the ethmoid cells. Next day the pain had gone from the forehead, though it still persisted in the face, and the pain behind the sternum was so severe at night that it caused the patient to get out of bed. He was treated for gastritis. There was no hypersensitiveness in the skin over the abdominal organs. He (Dr. Gibb) concluded that there was spasm of the lower cesophagus. Eructations of wind brought relief. Since the operation the pain in the head and in the stomach had gone. Probably drainage of the antrum would prevent continued infection of the ethmoid, if the antrum were affected also.
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One often saw cases in which the teeth were the offending cause. In one, in which the pain was supposed to be due to acute mastoid disease, there was an abscess of the second molar in the lower jaw; the ear and mastoid were innocent.
He believed that if the sinus was intensely affected there was an overflow of pain in the occiput, but he had not seen a case in which a sphenoidal sinus affection caused reflex pain in the ear or mastoid. Still, he would not be surprised if it did so, because Meckel's ganglion furnished a branch to the sphenoidal sinus, and that ganglion had contact with the carotid plexus, which in turn was in contact with the otic ganglion. Thus there might easily be an overflow of pain in any direction. If a sinus was infected, he thought there was a definite area of pain, but this was not so in the case of the teeth, because the conditions were so intense that an overflow of pain occurred. second dose is never administered unless the patient is awake and alert one hour after the first dose is administered.
Morphine-Scopolamine
The average weight of the patients receiving the first dose was 9 st. 3 lb. The average weight of those receiving the second dose was 7 st. 2 lb. The eyes are covered with cotton wool and bandaged after the first dose is administered Following on the second dose, cocaine paste (i.e., probes covered with cotton dipped first in adrenalin and then in cocaine hydrochloride crystals) is applied (1) behind the posterior ends of the middle turbinate, (2) above and anterior to the anterior end of the middle turbinate, and (3) along the floor of the inferior meat.us. After an interval of from five to ten minutes the operation is commenced.
For a Caldwell-Luc or external frontal sinus, I inject locally 10 c.c. to 25 c.c. of the following mixture: Novocaine 0 5 gm., sodium sulphate (2%) 20 c.c., sodium chloride (O * 9%) 100 c.c.
The ages of those operated on ranged between 14 and 60. For children under the age of 12, I have abandoned this form of anesthesia, as the patients were restless during the operation or behaved strangely after it.
During operation, the respirations are quicker, the average being twenty-three to the minute, though sometimes they have become slow and shallow, as, e.g., in three of this series in which lobeline was required on account of the shallow breathing; one of these patients was cyanosed and had Cheyne-Stokes breathing, which however became normal after the administration of lobeline.
The pulse, though of good quality (one patient only requiring strophanthin) has.
often a rate of 140 to the minute.
Some patients sleep during the operation, others answer if spoken to, but patients under the age of 20 usually keep up a running conversation with the operator during the whole time.
The immediate mortality for the 461 cases operated on in Greenbank Hospital, Darlington, between November, 1925, and April, 1929 , is two cases and the late mortality is two cases, that is to say, two patients did not recover consciousness, one died of pneumonia, and another, who had phthisis and empyema, died two days after the operation.
Children under 14-asthmatics-and stout women over 40, take the antesthetic badly. For asthmatics one dose only may be used and lobeline must be administered.
When employing this anasthetic the precautions to observe are-when at all possible use scopolamine hydrobromide gr., with digitalin j' gr., as the second dose, and use lobeline in every case in which the patient cannot hold a conversation at the end of the operation. Another precaution I am now about to try is the injection of ephedrine hydrochloride, as Kreitmar has shown by experiment that ephedrine acts antagonistically to scopolamine-morphine, and that the respiratory paralysis is immediately stopped by ephedrine.
The advantages in employing this form of anusthesia are (1) that a skilled. anwesthetist is not required; (2) that the patient can swallow and cough, and so post-nasal plugging is not necessary and aspiration of pus is not feared; (3) that an almost bloodless field can be obtained so that one operates by sight and not by touch, and this, in the case of a Sluder's ethmoidectomy, allows a radical operation to be done safely; (4) the tranquillity obtained allows one to operate on the most neurotic patient without a nervous strain being thrown on the operator or patient. This m6thod simplifies operations, so that major operations are transformed into minor ones.
Di8=e88ion.-Mr. T. B. LAYTON said he did not think that Mr. Thacker Neville should say that the administration of scopolamine and morphine produced "ansesthesia." It was the cocaine or allied drug which produced the anesthesia. To operate under local aniesthesia was a psychological problem. It could not be done unless the surgeon had the patient under his control, and the administration of scopolamine and morphine was one of the methods whereby he gained this control. Members might think he was laying undue stress upon a small point, but they would understand that he himself thought it no small point when he said that no operation should, if it could be helped, be performed on the nose except under local antesthesia, and that when it was regarded as necessary for a patient to have a general anesthetic, all the indications for the operation should be reconsidered, after which it would probably be decided that no operation should be performed.1 He believed that this was the general view with regard to nasal operations in every country except this one. If a surgeon could not control his patient under local anesthesia it was no good his trying to learn to operate by this method. There were certain essential conditions necessary for the method. One was gentleness. While one could guarantee to eliminate pain by one's anesthesia, one could not get rid of the unpleasantness of pulling and tearing the tissues. Hence the operator had to avoid any roughness in handling the patient, and to learn to be more gentle when operating than was essential under general anDsthesia. Another was quietude. There must be no disquieting noises during the operation either in the theatre or in its immediate vieinity.
Turning to details, he thought that Mr. Thacker Neville used larger doses than were absolutely necessary. He (the speaker) gave I gr. of morphine sulphate and ,*j gr.
scopolamine for most men and for bulky women. For women of the ordinary size and for small men he gave I gr. of morphine and fW gr. of scopolamine. He found it seldom necessary to repeat the dose. The patient was placed upon a trolley one hour before the operation was begun. When the dose was given his eyes were bandaged, oiled wool was placed in his ears, and when the time came he was wheeled into the theatre and quietly lifted upon the table. He (Mr. Layton) suggested that Mr. Thacker Neville should try this plan, as the effect of these drugs was greatly diminished if the patient had to be disturbed to walk into the theatre and to be settled afresh upon the table. The time of the patient's greatest quietude was uhen he realized, at the first incision, that he was not going to be hurt. Often one had a restless patient, who was not confident that the assurance that he would not be hurt was the truth. The moment he realized this was so when he felt a painless incision made, he settled down at once and went to sleep. The confidence of the patient in the surgeon was the most important point in this method of doing any operation.
Dr. BROWN KELLY said that foimerly he had used scopolamine for aesophageal work, but one old man who u as brought in for examination, after having received the usual dose, could not be controlled, so that nothing could be done. When he was taken back to the ward his respirations fell to four per minute. Fortunately he had recovered.
Mr. W. T. GARDINER said that in Edinburgh it was the practice to give I gr. of morphine and f1gr. of atropine. He gave that dosage half an hour before cocainizing the nose.
He put equal parts of cocaine and adrenalin on gauze, which he squeezed fairly dry, and left in for half an hour. This methcd allowed one to do a turbinotomy, or a Sluder, or an ethmoidectomy. After removing the packing he put one drop of 90% cocaine solution on the spheno-palatine ganglion for ten minutes.
The PRESIDENT said it was not the fact that in England local anesthesia was not used for nasal operations. In Nottingham, during the last twenty years, his colleague, Mr. Tweedie, and himself had been using practically nothing else for nasal operations; he believed that this was also the case in several other provincial towns.
Mr. T. B. LAYTON, in reply to the President, said he apologized if it appeared that his remark applied to the whole country. It only applied to London and to a limited number of the provincial clinics.
Mr. M. VLASTO said that his experience of the success of local anesthesia for septum operations had been unfortunate. He had re-operated quite a number of times on patients who had been incompletely operated upon under local anesthesia, and except in very special circumstances he always preferred a general anesthetic. The part of the operation which was liable to be shirked was the all-important removal of the posterior part of the maxillary crest. However carefully the patient was anesthetized, it was difficult to abolish all sensation in this region, and the operator was liable to stop, just short of completion.
Mr. THACKER NEVILLE, in reply, said he accepted Mr. Layton's correction, though he did himself use the term " narco-anesthesia."
In answer to Dr. Brown Kelly: It was true that the respirations might fall in rate, but lobeline was a wonderful counteracting drug in such an event.
In reply to Mr. Gardiner: He had used the cocaine solution in Vienna, and a number of his patients had fainted from poisoning. Since he had used the paste this had not occurred.
He looked upon general aniesthesia as most dangerous for nasal operations; he did not think one could operate near the cribriform plate under general anaesthesia. He had used general anesthesia in Malta, but usually the operation was done in a sea of blood, and he had to operate by touch; operating by sight under local anesthesia was, he contended, the only way to perform a Sluder. Submucous resection could be done better under local anesthesia, as it then became a bloodless operation. The reason why general anesthesia was more prevalent in London was that there were so many expert anesthetists there.
[The Paper read by Dr. JOBSON HORNE and the Report of the Cases Shown at the Summer Meeting will be published in the next issue of the Proceedings.]
